MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —_ -

s ! L
DEFPARTMENT OF PUBLIC HEALTH AND WELFARE _;;ATE FILE NI

DO NOT WRITE NDED RE-ETIH E:ﬁtﬁ No nb_a._._,anary Registretion District No. __MLMMTIHJ No. ._LZL_____ UmBER

ON THIS STUB AM : = A

1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased |ived. If institution: Residence before

a. COUNTY 8T. CHARLES a.. STAEMI&SOURI b. COUNTYST CHARL.ES admission)

b. CITY {If outside corporate limits, give TOWNSHIP only) Length of stey in 1b c. CITY Inside Limits

town ST, CHARLES 19wn  ST. CHARLES Yer [l No )

€. FULL NAME OF (If NOT in hespital, give location Inside Limits N i i
HOSPITAL OR { ) nsice Limi d. SYREET (If cutside, give location) Reside on Farm

iNstitution 8T, JOSEPH'S HOSPITAL YaXi Mo ADDRESS 57 WOODLAWN Y O No[J
3. NAME OF DECEASED First Middle Last ‘4. DATE Month Day

{Type or print) - OF
PAUL ALLEN BERNARD DEATH  May 4, 1963
5. SEX &. COLOR OR RACE 7. Married O  Mever Marriedd] 8. DATE OF BIRTH | & AGE {last birthday) | IF UNDER ! YEAR | IF UNDER 24 HR
! rri o i ‘ K L

MALE WHITE | Widowed O Divorced O | MAY 4’ 194 3 I Days H?u“—r Min.

102, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

during most of working lifs, sven if retirad) — ST CHARLE S Ho LSA

132. FATHER'S NAME 136, MOTHER'S MAIDEN NAME Ta. NAME OF HUSBAND OR WIFE
QUTH HUFF .

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14, SOCIAL SFCURITY NO. |17, INFORMANT

{Yes, no, or unknown) I {if yas, give war or dates of servi FREDERICK T. BERNARD, g% ngDLALE _,MO

18, CAUSE OF DEATH (Enter only one cayse per line INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE mﬁ")’,&vr‘(/ Z{ﬂf y &S’Z? 3T _{;//;4‘ G Lk 57 7 5 "/é'nrq

V$§ 300
Rev. 4/59

DATE AMENDED

Yeaar

DOCUMENT

Conditions, if any, DUE TO iP)

stating the under- N
lying cause iast.. DUE TO (<)

PART LI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to ﬂw terminal PART IIL. If decoased was_ fornale  was
. disease condition given in PART.] (a} there a pregnancy in last 90 day:.

/f/‘f'hr e Zors 2y § ' [T ver | G Ne | O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT su;cu!e HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 1) of item 18.)
PERFORMED? [} 0o m) Lo . :
YES[] NOLJ)

20c. TIME OF .. Hour Month, Day, Yesr
INJURY ~ am. : {
pam. -

20d. IN‘JURY OCCURRED 20e. PLACE OF INJUEY (eg ., I of about home, | 204, CITY, '[QWP:I, OR .I,QCATION COUNTY STATE
WHILE AT WORK farm, factory, street, office bldg., etc.) :
NOT WHlLE AT WORK [}
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MECICAL. CERTIFICATION

21. 1 attended the decessed f-mm_,@_zl' Tl Lo~ S EFva LSORENM CFY ang tas 1aw T slive on &~ - G 7 -

Death occurred st /& - £ on the date stated above, and to the best of_my knowled

W/j;@ 2 oares or}siﬂ.) ' | AI;iaaan;ss ; W, /@

23a. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY - 23d. LOCATION [City, town, or county)

REMOVAL (Specify) J- oV & g M s,nr-;, Cu ﬁﬁLES

24, FUNERAL DIRECTOR 25. DATE RECD. BY LOCAL REG. [26. REGISTRAR'S SIGNATURE

{Licersed Embalmer’s Statemént on Reverse Sida}

USE BLACK INK
OR
TYPEWRITER RIBBON

ITEM NO.| SHOULD READ

BY AFFIDAVIT OF




STATEMENT. 8Y LICENSED EMBALMER

| hereby certify that the: body whose name is recorded on Jth; %6 side of this certificate was embalmed by me,

or by . 1
.working under my personal superwslop 7

Student

nt Embalmer No.

Signature’ of Sfudunt.Er‘nbbimar -

Licensed Embalmer No

© P. O.-Address,

-

Nofe: The .above MUST BE SIGNED BY THE LICENSED EMBALMER m his OWN HANDWRITING. (Fal[ure to comply

with the above constitutes grounds for revocation of license).
If emba]med by a STUDENT, he also shall sign in his OWN handwrmng
If this; body is not embalmed fact should Be" 30 sfated above.”

1




